Archives ofDisease in Childhood 1996; 74: 90 Case report A 3 month old girl was referred to our unit because of recurrent life threatening events reported to have received mouth-to-mouth resuscitation. In one episode, bleeding from the nose and mouth was noted. Investigations in the referring hospital had failed to reveal a cause for these episodes.
All episodes involving resuscitation had begun in the presence of the mother only. She had given inconsistent histories to various carers. A 2 year old sibling had frequent attendances at the GP's surgery with minor illnesses, had developmental delay, and was being cared for by the maternal grandmother because she had marks possibly due to cigarette burns.
In hospital, a further life threatening event occurred and the multichannel physiological recordings showed a pattern suggestive of suffocation. Furthermore, nursing staffnoted the mother to handle the child roughly and swear at her. Through the social services, a multiagency planning meeting was held and a decision to institute covert video surveillance was made in order to examine the suspicion that the child's events were due to suffocation.
Under surveillance, the mother tampered with the recording equipment and tore up nursing records. After a period of physically rough play, the mother calmly and forcibly bent the child's arm backwards at the elbow. The baby screamed with pain and the mother pressed the alarm button. She reported to staff that the baby's arm had been caught in the cot side when she lifted the baby from the cot. Radiography confirmed a transverse fracture at the proximal end of the radius and ulnar of the left arm.
The In the study of Alam et al initial stool cultures were negative for Vibrio cholerae, salmonella, shigella, and as well, microscopic stool examination was negative for Entamoeba histolytica/Giardia lamblia. However, no mention is made of whether cyclospora were looked for or found. This parasite may cause chronic diarrhoea and is highly susceptible to treatment with co-trimoxazole.3 A modified acid-fast stain is required to detect the organism.
In a Nepali study where children with tachypnoea or respiratory distress (and presumed pneumonia) were managed by village based health workers who dispensed co-trimoxazole, there was a major reduction in relative risk of death which was even greater in those children with diarrhoea, alone or in combination with pneumonia (36%; 95% confidence interval (CI) 23% to 48%), than in those with pneumonia alone (30%; 95% CI 3% to 50%).4 It has already been suggested that in the Nepali study, the treatment of children with co-trimoxazole for tachypnoea (presumed pneumonia) may serendipitously also have treated those children with respiratory distress from metabolic acidosis secondary to chronic diarrhoea caused by cyclospora infection. The clinical trial of trimethoprim-sulphamethoxazole in the treatment of persistent diarrhoea in Bangladeshi children was not aimed to treat persistent diarrhoea associated with cyclospora infection. So, the presence of cyclospora in the stool was not looked for carefully. The role of cyclospora in the pathogenesis of persistent diarrhoea in infants and children in Bangladesh has not been studied extensively. Recently, six cases of chronic diarrhoea associated with cyclospora infection were reported from Bangladesh.' However, all the subjects in this report were above 2 years of age. Our study subjects were below 2 years of age. Thus, cyclospora as a causal agent of persistent diarrhoea in our subjects is uncertain. Nevertheless, the possibility of cyclospora infection in a few cases cannot be ruled out. The suggestion made with reference to the Nepali study2 that the treatment of children with co-trimoxazole for tachypnoea (presumed pneumonia) may serendipitously also have treated those children with respiratory distress from metabolic acidosis secondary to chronic diarrhoea caused by cyclospora infection is a speculation. Further epidemiological studies are needed to identify cyclospora as a causative agent associated with persistent diarrhoea in Bangladesh. 
Dr Mayatepek comments:
In our study on the role of cysteinyl leukotrienes in Kawasaki disease we examined patients during the acute phase before any treatment. A possible effect of nonsteroidal anti-inflammatory drugs, such as aspirin, on cysteinyl leukotriene generation in Kawasaki disease was not the subject of this article. However, it was well known that doses of up to 2-5 g of aspirin had no effect on urinary leukotriene E4 (LTE4) excretion. ' Furthermore, administration of other nonsteroidal anti-inflammatory drugs, such as indomethacin, in daily doses of 50 mg also had no effect on the baseline and allergen stimulated LTE4 excretion in urine.2 Performing the above mentioned study, we were able to measure urinary excretion of LTE4 in three of these patients with Kawasaki disease during aspirin and gammaglobulin treatment and found no increase in leukotriene generation. It seems therefore unlikely that aspirin in the dosage used for treatment in Kawasaki disease may increase generation of cysteinyl leukotrienes in vivo.
